No one can now seriously consider hypermobility of the right colon responsible for the host of maladies-including colitis, cholecystitis and even mental changes and chronic mastitis-which were once attributed to it, nor believe, as once was claimed, that colopexy could lead to a cure of such conditions.
taking baking-soda or other antacids. His appetite was poor, and he avoided certain articles of diet, particularly potatoes, that seemed specially liable to bring on the pain. This pain had occurred at intervals from its inception twelve years previously up to the day before admission. At 6 p.m. on the day before admission he had an attack of a different crampy pain and, since it did not disappear, sought relief by taking salts. Following this, the pain became much worse, and the salts failed to produce a bowel action. The pain persisted all night, but ceased spontaneously the next morning at 8 o'clock only to recur, more violently than ever, at 2 p.m. He consulted his doctor later in the afternoon and was admitted to hospital at 6 p.m.
It was only after operation that further questioning revealed that, besides the habitual long-standing epigastric pain, he had, on occasions over the years, experienced attacks of pain of a different character. These attacks had occurred only once or twice a year, and consisted of colicky mid-abdominal cramps. The attacks lasted about an hour and, characteristically, ended with a relaxed bowel motion. The attack of pain preceding admission was of this type, and it was in expectation of the customary relief that he had tried to obtain a bowel action by taking salts.
On examination there was muscular guarding in the whole abdomen, and tenderness and rebound tenderness were evident in all areas, though maximal in the region of McBurney's point. Distension, though present, was not a conspicuous feature. Some abdominal catastrophe had evidently occurred, and in view of the long history of epigastric pain occurring after meals and relieved by alkalis, it was thought most likely that he had a perforated ulcer. Perforated appendicitis was also considered. The stomach was aspirated, and an intravenous drip saline infusion started. A plain X-ray (erect) of the abdomen was taken, with the expectation that this would probably show free sub-diaphragmatic gas, thus confirming the diagnosis of perforation. Instead, the film revealed a large gas-shadow under the left diaphragm, with a semi-circular upper border and a straight horizontal base. In size, shape, and position this resembled the air-bubble of the gastric fundus, but the tip of the Ryle's tube did not lie within this shadow. This observation was puzzling, but its significance was not appreciated at the time.
At operation an enormously dilated portion of bowel, almost filling the left upper quadrant of the abdomen, was felt, and, after enlarging the wound to make delivery of it possible, this was found to be the caecum. This had undergone anti-clockwise torsion through 360 degrees and had subsequently enlarged and migrated upwards and to the left. The neck of the volvulus was the point at which the terminal ileum was twisted round the lower ascending colon. The volvulus was untwisted and, after a few adhesions at its neck had been divided, some of the fluid and gas it contained could be milked onwards in the colon. The gut appeared viable, but on account of the tremendous stretching and thinness of its wall, it was thought unwise to suture it to the right iliac fossa; the caecum was merely replaced in this position, and, to facilitate closure of the abdomen, a large quantity of the fluid and gaseous caecal contents was aspirated through a wide-bore needle.
On the fourth day the bowels were opened and a large quantity of flatus expelled. Fixation of the caecum was carried out on the fourteenth day. When the abdomen was reopened the csecum was found to have remained in the right iliac fossa. It was much smaller than formerly, though still considerably distended. The appendix was removed. A flap of peritoneum was elevated over the iliacus muscle, the caecum placed in the raw area exposed, and the flap turned down and sutured to the anterior tlnia.
The patient was discharged two weeks later, feeling very well. He was seen subsequently on several occasions.
In view of the twelve-year history of hunger pain, relieved by food and alkalis, a barium meal was carried out two months after discharge. This showed no evidence of duodenal ulcer, and the progress of the meal was normal. A barium enema a short time later showed the cacum to be of normal calibre and lying in the right iliac fossa; there was some slight convolution of the ascending colon, but otherwise no abnormality was seen.
When seen eight months after operation he stated that he "had never felt better." He had no pain of any kind, had a much-improved appetite, could eat anything (including potatoes) with impunity, had put on weight, and had resumed farm work. Rothman (1943) and McGraw (1948) state that the appearances on straight X-ray are sufficiently characteristic to enable a correct pre-operative diagnosis to be made in most cases. Other writers feel that barium meal or barium enema should be done in suspected cases and have described the findings obtained, but such investigations in an acutely ill patient are surely unwarranted-even if the diagnosis cannot be made from a straight X-ray the clinical features are such as to demand immediate operation; further investigations can only lead to delay, the dangers of which are obvious enough. Moreover, barium enema has been recorded as actually having precipitated an imminent cacal volvulus (Jungmann, 1948) .
The objects of the two operations in this case were (1) to deal with an acute abdominal emergency and (2) to minimise the likelihood of a recurrence. The patient was relieved of the attacks of incomplete large bowel obstruction from which he had previously suffered. He was also relieved of a dyspepsia which had for long mimicked a duodenal ulcer. This was unexpected and most gratifying, and is perhaps the most interesting aspect of the case. That a chronic twelve-year dyspepsia is dramatically relieved following an operation does not, in a single case, prove that the operation was the cause of the relief, but it is suggestive.
The following case, encountered shortly afterwards, makes it more suggestive still:
Case 2.-A labourer, aged 54, had complained for four years of epigastric burning pain before meals, relieved by food for 1 to 1 hours. There were periods of remission of from six to eight weeks. He stated that the pain had on occasion wakened him at night. At first the pain had been relieved by "white powder," but this had recently ceased to be effective. There was epigastric tenderness. A barium meal in 1950 had shown changes suggestive but not conclusive of duodenal ulcer. A further barium meal in 1952 did not show any evidence of ulcer. Exploratory laparotomy was carried out because of persistent symptoms. No evidence of peptic ulcer was found, and the only significant abnormality was a very excessively mobile caecum and ascending colon. Fixation was carried out in exactly the same way as in the first case. When the patient was seen nine months later he stated that he had never experienced the epigastric pain since the operation.
These two cases suggest that abnormal mobility of the right colon, as well as permitting understandable mechanical complications, may lead to less well-defined conditions, difficult of explanation to the surgeon, but no less distressing to the patient. They further suggest that surgical fixation of the abnormally mobile gut may relieve these symptoms.This belief has been statedi by Coffee (quoted by Donhauser and Atwell, 1949) : "I am convinced that over one-half of the patients complaining of right-sided pain have no definite organic disease, but have defective fixation of the ascending colon." Carslaw (1928) described 32 cases of right-sided visceroptosis giving rise to symptoms like those of duodenal ulcer, and the same author quoted Waugh's series of 518 cases, of whom 97 had hunger pain, but none had duodenal ulcer. The probable mechanism of production of these symptoms has been fully discussed by these writers.
Ptosis of the cawcum is a very common condition: Bryant (1921) gives the incidence as 12.1 per cent. of males and 39.4 per cent. of females, and Miller (1940) quotes similar figures. The majority of these give rise to no symptoms, and it would be absurd to suggest that colopexy should be performed in all. Is there not a happy medium between, on the one hand, wholesale anchoring of all mobile cveca, and, on the other, completely disregarding the existence of this condition? There would seem to be a case for carrying out fixation in those cases where no other abnormality is found to account for dyspeptic symptoms.
